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This clearly suggests that custom and practice have now considerably departed from the original concept of the domiciliary consultation and from the definition on which entitlement for payment is based. There is no reason to suppose that the Northern region is different from other regions and, indeed, earlier work suggests that this pattern of practice is general.27 In purely financial audit terms it seems that substantial sums of public money may be being disbursed under a budget heading without the relevant criteria being fulfilled. This is an extraordinarily difficult issue for management to deal with when arguments about clinical autonomy are vociferously invoked in response to routine inquiries monitoring the validity of claims, as has been our experience in this region. This point is perhaps ironic, given the much stronger role for "management" set out in the earlier regulations.'0 In purely professional terms this study shows that the domiciliary consultation service is used very selectively by most consultants and general practitioners but that small proportions of them use it heavily. In 1980-1 the national average number of domiciliary consultations per consultant was 36 per annum and each unrestricted principal in England and Wales requested 18. 2 Given the recent steady national decline in domiciliary consultations,6 requesting and performing five and six times these numbers of visits (as shown in our study) highlights issues of the appropriateness of clinical practice.
Our study has showed the major impact on clinical behaviour that can be brought about by the neutral presentation of information on current practice for peer review and discussion. It is oversimplistic to regard the reduction in domiciliary consultations that has occurred as due to the Hawthorne effect. ' 
Second audit
The protocol developed after the 1983 audit changed and organised the process of care in the practice, but this audit in 1990 examined whether the conclusions of the previous audit had been implemented and whether the defined standards for the process of care and outcome of care of the diabetics had been achieved. The standards were as follows. (1) All diabetic patients whose diabetes was diagnosed or who joined the practice more than six months previously should be included in the recall system. (2) All patients in the recall system should have been invited for a diabetes check up or had a check up within the previous 13 months. ( Patients who had not had a check up should have had the attempts at a check up or the reasons for the omission recorded in their medical records. (8) All practice partners (seven) should have participated in the agreed diabetic protocol.
The medical records of the diabetic patients in the practice were examined for entries during the previous 13 months. Information was entered into a database for collation and analysis.
Results
The table shows the results of the audit compared with the standards that were set for diabetic care. On the practice list of 13200, 223 diabetic patients were known, a prevalence of diabetes of 1-7%. Of these, 54 had their diabetes controlled with insulin, 120 with oral hypoglycaemics, and 49 with diet alone. Forty were aged over 75, 78 over 70, 134 over 60, and 178 over 50. In all, 215 had been seen by a doctor from the practice in the previous 13 on the audit, and this amounted to 110 hours but excluded the time spent by the general practitioners and the subsequent discussion meetings in the practice.
Discussion
This audit reports the finding that many of the standards set were not achieved. Audited high standards of care across the breadth and depth of general practice are difficult to achieve.'2 The original protocol had been successful in changing the general process of care in the practice but had been unsuccessful in achieving the standards set for diabetes care. It contained a monitoring system to check that patients had attended but no system to check on the outcome of their attendance. Discussion within the practice had suggested changes in the protocol and its monitoring to improve future performance. These An audit secretary was appointed soon after me and our first days were spent training in the medical records department. The aim was to ease the workload of that department and of the medical secretaries. We now collect all patients' notes ourselves, and any doctor who asks the medical records department for notes for audit is referred to us. The secretary attends the audit meetings for most specialties, takes minutes, collates figures, and distributes agendas, thereby ensuring that
